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Abstract
Background: There is very little awareness of the speech, language and communication needs (SLCN) of rough
sleepers. The small amount of documentation that does exist involves a wider group of homeless adults (not just
rough sleepers), and reports that communication needs are an area of concern.
Aims: To investigate: (1) the reported prevalence of SLCN amongst UK nationals recorded on the Combined
Homeless and Information Network (CHAIN) as sleeping on the streets of London; (2) whether rough sleepers
with reported SLCN differ from those without; and (3) what factors best predict patterns of rough sleeping and
accommodation stays.
Methods & Procedures: A data set of 513 participants was provided by CHAIN, which contained information
relating to all new rough sleepers and people with long-term histories of rough sleeping (UK nationals only)
recorded by street outreach teams in London between 1 April and 30 June 2013. Also included was data about UK
nationals provided with support by the Homelessness and Brain Injury Project. The data set contained information
including basic demographics, communication skills, health and social care needs, and institutional background
and extended to a 5-year period.
Outcomes & Results: (1) SLCN data were often not recorded with data available for only 62% of individuals on
the CHAIN databases. However, for those with SLCN data, the prevalence of SLCN was significantly higher than
for the general population (17.1%; p < 0.001). (2) There were no significant differences between those with and
without SLCN on additional risk factors, quarters rough sleeping, accommodation stays or staff-recorded alerts.
(3) There was a positive correlation between rough sleeping and additional risk factors for those with SLCN (r =
0.32, p < 0.001) and for those without (r = 0.25, p < 0.001). Regression analysis indicated that additional risk
factors were more predictive than SLCN in explaining the number of quarters rough sleeping and accommodation
stays.
Conclusions & Implications: SLCN are highly prevalent amongst rough sleepers and significantly greater than
for the UK general population. SLCN are not clearly related to rough sleeping behaviour, but the presence of
additional risk factors is highly significant in this regard. Homelessness organizations should provide training for
staff in SLCN in order to promote better recording of SLCN, inclusive communication and appropriate support
to people who are homeless. Further research is also needed to understand better the communication needs of
rough sleepers.
Keywords: speech, language and communication needs (SLCN), homelessness, rough sleepers.
What this study adds
What is already known on the subject
• There is very little literature concerning the SLCN of rough sleepers, but that which exists suggests that
communication needs are an area of concern. There is relatively little awareness of SLCN in practice in
this field.
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What this paper adds to existing knowledge
• This study is the first to provide information on SLCN recording in this population. It reports large-scale
prevalence data on SLCN in rough sleepers, showing a significantly higher risk in this group. Unexpect-
edly, SLCN did not clearly relate to patterns of rough sleeping and accommodation, but this may be due
to the relatively crude data available in routine practice.
What are the potential or actual clinical implications of this work?
• Wider awareness and training on SLCN in the homelessness sector is needed coupled with more system-
atic and objective assessment of communication in rough sleepers.
Introduction
The term ‘homeless’ describes individuals with a variety
of housing difficulties, from complete lack of shelter
to unsafe conditions in the home (Somerville 2013).
The most visible face of homelessness—people sleeping
on the streets—prompts concern each winter amongst
the media, politicians and general public. This type of
homelessness is often referred to in support services as
‘rough sleeping’ (Homeless Link 2018a). It describes
an individual who sleeps overnight on the streets and
other publicly accessible spaces (e.g., bus shelters)
as part of their daily living. London has the highest
number of rough sleepers in the UK (Homeless Link
2018a), and concerted government action in the form
of the Rough Sleeping Initiative began in the capital
in 1990. The new Labour government of 1997 created
the Rough Sleepers’ Unit (RSU) and tasked it to deliver
a two-thirds reduction in rough sleeping by 2002
(Cebulla et al. 2009). The target was reached 6 months
early and remained stable for a while, but since 2010,
the number of people sleeping rough in London has
increased by 165% (Wilson and Barton 2019), causing
further debate about the nature of the problem and
how to solve it.
This paper provides background information on
current responses to rough sleeping by government and
third-sector organizations, as well as explanation of how
rough sleeping is measured and monitored over time. It
then reviews key characteristics of the rough sleeping
population, and the relevance of speech, language and
communication needs (SLCN) in this context before
reviewing the clinical literature. Finally, data collected
about the SLCN of rough sleepers are analysed and dis-
cussed with recommendations for further action.
Currently, central government provides funding to
local authorities in London who commission outreach
services delivered by charitable organizations. Outreach
teams walk the streets and search public spaces to lo-
cate rough sleepers in their borough, assess their needs,
provide support to find accommodation and access ap-
propriate services, for example, a general practitioner or
drug and alcohol treatment (Mayor of London 2018a,
Ministry of Housing Communities and Local Gov-
ernment 2018a). Additionally, charitable organizations
run ‘homeless hostels’, temporary accommodation with
single rooms, 24-h staffing, and the provision of ad-
vice and support (Homeless Link 2018b). The aim of
most hostels is to help former rough sleepers maintain
this accommodation for an appropriate duration and
work towards recovery and independent living (Home-
less Link 2018b). Evictions and abandonments from
this type of accommodation are undesirable with nearly
half those evicted returning to the street to sleep and
those most likely to be evicted experiencing problems
with drug and alcohol use and their mental health.
Those sleeping rough for longer periods repeatedly
leave hostels indicating instability rather than recovery
(Twinch 2010). Professional qualifications and training
in clinical disciplines is not generally required for these
staffing roles (Flanagan 2002, National Careers Service
2019).
The Combined Homelessness and
Information Network (CHAIN)
In the late 1990s, the RSU funded growth of out-
reach and associated services across London (Cloke et al.
2011). The CHAIN database was developed in the year
2000 to increase coordination and reduce duplication
across services. That is, services for rough sleepers can
use the database to see and track an individual’s history
of rough sleeping, prison stays, accommodation stays
etc., and thus coordinate care and support across sev-
eral centres, even when that individual is new to a par-
ticular provision (Cebulla et al. 2009). CHAIN is now
commissioned by the Mayor of London and is used by
many organizations that support people sleeping rough.
Organizations that serve the homeless community in
London can register with CHAIN not only to access
and contribute to the database but also to access the
other network benefits such as professional guidelines,
seminars and training. This data set, which consists of
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over 100 different fields, is reviewed by local authorities,
central government and charities to analyse rough sleep-
ing in the capital and plan service delivery (St Mungo’s
2019). Outreach teams use CHAIN to record the per-
sonal data, demographic details, and health and social
information of the rough sleepers they locate. Impor-
tantly, there is currently no objective scoring in place
for many of these variables—staff members are simply
asked to make a judgement about needs.
There is a subset of individuals recorded on CHAIN
referred to as ‘the 205 cohort’. This group was cre-
ated in 2009 by the London Delivery Board (Teixeira
2010). The board was chaired by the Greater London
Authority (GLA) and composed of senior staff from
inner London local authority homelessness teams and
charities commissioned by them to address rough sleep-
ing. The cohort initially comprised 205 people consid-
ered to be entrenched rough sleepers because accord-
ing to the original report they had ‘slept rough for 5 or
more years and/or were seen sleeping rough more than
50 times over that period’. The 205 group was inten-
sively targeted by outreach teams and provided with
flexible access to services in an effort to reduce harm
caused by rough sleeping (Teixeira 2010). CHAIN
holds considerable amounts of data on these individu-
als as a result of the frequency of contact between them,
outreach and other services such as accommodation,
health and social care provision.
The ability of CHAIN to communicate impor-
tant information about people sleeping rough is used
to reduce harm, for example, via the ‘alert’ system
(Batty 2018). A CHAIN-registered organization can
alert CHAIN to incidents involving serious threats or
actual violence by a rough sleeper that takes place within
their setting. CHAIN then provides basic information
about the incident to organizations using the system
so that safety plans can be developed should the indi-
vidual present to those services. Organizations are only
alerted about high-risk incidents in order that they can
decide whether to exclude an individual or put neces-
sary support in place. This helps both to protect service-
user privacy (minor incidents and personal fallouts are
not recorded) and to avoid CHAIN organization staff
becoming desensitized and overwhelmed by risk alerts
(because incidents are frequent in this population and
if they were all counted as ‘alerts’ it would limit the use-
fulness of this system). CHAIN contains data fields for
outreach teams to record the reading, spoken and writ-
ten language abilities of the people they find. Where this
information is recorded, it is based on an informal as-
sessment of ability by the staff member in contact with
the individual, or self-reported by the person sleeping
rough. Street outreach teams are not clinically trained
in speech and language therapy.
Communication and rough sleeping
In clinical practice, it would appear that there is a large
overlap between factors affecting groups at risk of rough
sleeping and those with a range of SLCN. There are sev-
eral elements to communication, and the term ‘speech,
language and communication needs (SLCN)’ is used by
speech and language therapists (SLTs) to capture this
range of abilities along with presenting needs (RCSLT
2013). Speech refers to the ability to speak clearly and
fluently via phonological and articulatory mechanisms
(O’Hare and Bremner, 2016). Language is the ability to
express oneself and understand others through appro-
priate words, sentences and stories (Murray and Chapey
2001, Tomasello 2008). Communication means social
skills including relevancy, taking turns, gestures and
seeing another’s viewpoint (Grice 1975). The Royal
College of Speech and Language Therapists (RCSLT)
states that communication also includes reading, spo-
ken and written-language abilities (RCSLT 2013). Ev-
idence suggests that the association between oral and
written language is strong throughout development and
increases with age (see Oakhill and Cain 2007 for a full
discussion). Adolescents with literacy difficulties often
have (undetected) oral language impairments (Myers
and Botting 2008). In addition, various forms of verbal
memory (especially non-word repetition; Coady and
Evans 2008) are now established as important markers
of SLCN. Thus, for the purposes of this study, commu-
nication is viewed as a cross-modality skill, and we have
considered evidence that addresses verbal memory and
literacy as well as spoken language.
However, there is limited information or evidence
about the SLCN of rough sleepers specifically (see the
review below). The Unhealthy State of Homelessness Re-
port produced by Homeless Link (2014) surveyed 2500
people experiencing homelessness, but communication
needs were not explored. The Centre for Homeless-
ness Impact (2018) produced ‘The Effectiveness Map’
which reviewed literature about interventions in home-
lessness work. The broad category of ‘Communication’
is an intervention that was reviewed; however, in this
context, it was equated with public information cam-
paigns and health promotion, not SLCN. This absence
of communication data is of interest because all in-
terventions used by organizations working with rough
sleepers rely on communication skills for their deliv-
ery and interaction. Homeless Link (2017) outlines
four such approaches: psychologically informed envi-
ronments, trauma informed care, strengths-based prac-
tice and co-production. The common factor amongst
these is the creation of rapport and understanding be-
tween staff and service users requiring good commu-
nication. Although the NHS has created specialized
health services for rough sleepers in relation to mental
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health (Central and North West London NHS Founda-
tion Trust Joint Homelessness Team) psychology (South
London and Maudsley NHS Foundation Trust Psy-
chology in Hostels Project), dentistry, podiatry, nursing
(Homeless Health Nurses) and tuberculosis screening
(University College London Hospitals NHS Founda-
tion Trust Find and Treat Service), speech and language
therapy is absent from the list.
Norbury et al. (2016) undertook a population study
of children with persistent SLCN of any kind and found
the prevalence to be 9.92%; this rate is generally ac-
cepted as an estimate for use with the adult population
due the persistent nature of the SLCN considered by
Norbury et al., although there are no epidemiological
studies of adults. Good speech, language and communi-
cation abilities enable people to develop emotional well-
being and social relationships, manage their affairs and
achieve in learning and work (Beard 2018). At the same
time, SLCN is known to associate with factors recorded
in the CHAIN database as being highly relevant to the
rough sleeping population, namely mental health dif-
ficulties (Botting et al. 2016), brain injury (Struchen
et al. 2008) and time spent in prison (Bryan 2004)
or care (McCool and Stevens 2011). Thus, the pres-
ence of SLCN is another risk factor that associates with
other, better known issues within the homeless popula-
tion, but which has not to date been well documented.
The background literature on the association between
these factors and SLCN will now be considered in more
detail.1
Mental health
About 50% of rough sleepers recorded on CHAIN
are considered by their outreach team to have, or
self-report, a mental health need (Mayor of London
2015). According to St. Mungo’s report to NICE
(2016), 38% have diagnosed depression/anxiety, 16%
schizophrenia, 9% personality disorder and 6% bipolar
disorder. Keigher and Greenblatt (1992) found in a
large purposive sample of individuals with emergency
housing needs, that homelessness was also predicted
by dementia, among other things. Although finding
directly comparable data is difficult, John et al. (2016)
report the prevalence of common mental disorders
in the UK general adult population as between 15%
and 30%. SLCN are also associated with a range of
mental health conditions: evidence supports SLCN as
a marker for diagnosis of schizophrenia (Clegg et al.
2007, Muralidharan et al. 2018); there are increased
rates of depression and anxiety amongst adolescents
with SLCN that sustains into adulthood (Botting et al.
2016); and SLCN are evident in individuals with
dementia (Bailey et al. 2019). Rees et al. (2019: 1) con-
clude that the links between SLCN and mental health
needs are ‘complex and bidirectional’, with mental
health problems increased in people with SLCN, and
these in turn affecting health inequalities. Psychiatric
healthcare was one service reported to be accessed by
rough sleepers in the North West London NHS (2013)
report—this is not unexpected when CHAIN data
reveal rates of mental health difficulties amongst rough
sleepers at 50% (Mayor of London 2015). Homeless-
ness organizations often structure services to include
specific mental health projects, for example, St Mungo’s
highlight ‘A focus on Mental Health’ on its website
(St Mungo’s 2018), and Thames Reach has specific
projects for people with severe and enduring mental
health difficulties (Thames Reach 2018).
Brain injury
A second factor of interest when considering SLCN in
rough sleepers is traumatic brain injury (TBI). Oddy
et al. (2012) found TBI rates for people who were
homeless were double that of the general population
(48% versus 21%). In other groups, SLCN that are as-
sociated with TBI contribute to poor psychosocial out-
comes (Struchen et al. 2008), and this may be an im-
portant factor for rough sleepers, too. Other forms of
acquired brain injury (ABI) such as stroke may have
considerable impact on communication abilities—one
of these is stroke where one-third of survivors are diag-
nosed with aphasia (Stroke Association 2018). Another
form of ABI is alcohol-related brain damage (ARBD),
which has been estimated at 1.5% prevalence in the
general population (Wilson et al. 2012), but is 14 times
higher in homeless hostel-dwellers (Gilchrist and Mor-
rison 2005). Approximately 40% of rough sleepers are
ascribed or report problematic alcohol use (Mayor of
London 2018b).
Offenders
The prison population is known to have high levels
of SLCN: The Offender Learning and Skill Service
(OLASS) reported that 46% of adult prisoners had
literacy skills equivalent to ≤ 11 years old (OLASS
2015). Bryan (2004) found between 60% and 90%
of the young offender population experienced SLCN.
Furthermore, Hopkins et al. (2018) found a posi-
tive association between SLCN and juvenile offending
even when socioeconomic factors and gender were ac-
counted for. Approximately 35% of people recorded on
CHAIN have spent time in prison (Mayor of London
2018b) compared with 0.002% of the general popu-
lation in gaol in England and Wales at any one time
(Sturge 2018). With prison stays a common experience
amongst rough sleepers, it may be that SLCN is partic-
ularly relevant to this group.
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Care history
Another factor of relevance to both rough sleeping and
SLCN is care history. CHAIN data reveal that 10%
of people recorded have a care background (Mayor of
London 2018b) compared with <1% of the general
population (Department for Education 2016). McCool
and Stevens (2011) found severe, pervasive and unsus-
pected SLCN in children in residential care. Studies
of neurological development of children raised in in-
stitutional settings show that they have reduced atten-
tion and poorer emotional regulation (more anger and
anxiety issues) and error monitoring (judging appropri-
ateness of their own actions; Bick and Nelson 2016).
Research in Australia found factors driving homeless-
ness amongst care leavers included anger issues and lack
of educational goals (Clare et al. 2017). Some people
who have slept rough identify that traumatic childhood
events, including leaving the family home to feel safer,
was the start of their journey into homelessness, and
others state that accessing help from statutory agencies
was too difficult if they had problems understanding
the process (St Mungo’s 2013). Whether any of these
difficulties were associated with spoken language or lit-
eracy is not reported in the cited evidence. However,
a link between care leavers and SLCN has been estab-
lished (McCool and Stevens 2011).
Systematic search of the literature
A literature search was carried out in April 2019 using
EBSCOhost and searching CINAHL, Communication
Source, MEDLINE and PSYCHinfo. There were three
searches, which revealed five relevant papers, and a fur-
ther three were obtained via manual search (figure 1 and
table 1).
Initially, we attempted to search only for research
pertaining to rough sleepers. Thus, the first search used
the terms ‘rough sleep∗’ OR ‘homeless∗’ AND ‘com-
munication’, both to be found in the abstract. This
identified 504 records, which, after limiting to peer-
reviewed academic journals in English published be-
tween 2008 and 2018, left 134 records. However, once
those records that did not contain research about clin-
ical communication in adults who were homeless were
removed, this left no relevant records at all.
A second wider search was then completed to en-
compass research on all homeless populations, using
different terms: ‘homeless OR homelessness OR un-
sheltered OR unstably housed’ was used to include var-
ious descriptions of homelessness, and ‘speech or lan-
guage or communication’ was inserted to extract clinical
papers. Both terms were required in the abstract. The
papers from this stage were then filtered using inclusion
criteria that they must be peer-reviewed academic jour-
nals, written in English and published between 2008
and 2018. This resulted in 29 articles. After applying
our final inclusion criteria that the research must in-
volve the clinical communication of adults who were
homeless, two papers remained: a case-controlled study
by Parker and Albrecht (2012) and a systematic review
by Burra et al. (2009).
A final search was conducted to capture psychology-
based papers using the same ‘homeless OR homeless-
ness OR unsheltered OR unstably housed’ term, but
adding ‘verbal memory’, both to be present in the ab-
stract. As noted above, verbal memory was included be-
cause of the relative dearth of SLCN research for this
group, and because of wide-ranging evidence that ver-
bal memory is a marker for SLCN (Coady and Evans
2008). Applying the same inclusion criteria as above,
this search provided three more papers: a randomized
clinical trial by Jakubovski et al. (2015); a systematic re-
view by Ennis et al. (2015); and research by Saperstein
(2014) age-matching participants to a normative pop-
ulation. A further three papers were found via manual
search: a systematic review on inclusive health provision
by Luchenski et al. (2018), which included rough sleep-
ers as a key population; a report by North West London
NHS (2013); and a paper by McMicken (2014). This
led to a total of eight papers, which are summarized in
table 1.
Although there is a dearth of literature, our review
revealed a range of study types in the eight papers from
strong evidence (systematic reviews) to much weaker
descriptive reports. There was a good deal of method-
ological information missing from some of these
papers. There were two systematic reviews focusing on
homelessness papers that also included some measure of
language or verbal memory. Ennis et al. (2015) found
11 studies on homelessness that met the inclusion
criteria of their synthesis, four of which were rated as
good quality (including control groups; using validated
tools). Nine of these studies tested verbal memory and
abilities. Ennis et al. considered that five studies found
a departure from normal verbal memory function
with scores in the low average to average range (Ca-
plan et al. 2006; Cotman and Sandman 1997, Schutt
et al. 2007, Seidman et al. 1997, 2003). Additionally,
Bousman et al. (2010) showed 36% of participants
with impaired recall and 40% with impaired learning.
Solliday-McRoy et al. (2004) showed deficits in new
verbal learning abilities and immediate recall were
probable in 69% and 59% of their sample, respectively.
Further, 62% had probable deficits in delayed verbal
recall, and 39% in delayed verbal recognition. Similar
findings of SLCN amongst people who were homeless
were presented in the systematic review by Burra et al.
(2009). They found 22 studies, four of which were
of good quality, exploring cognitive deficits in adults
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Main search terms:
“homeless” OR “homelessness” OR “unsheltered” OR “unstably housed” – abstract
AND
“speech” OR “language” OR “communic ” – abstract
onal search terms:
“homeless” OR “homelessness” OR “unsheltered” or “unstably housed” – abstract
AND
“verbal memory” – abstract
Limited to those results which were peer reviewed and in academic journals and in 
English published between 2008 and 2018.
Manual search
687 records iden fied 
Filter by:
o Peer reviewed and
o In academic journals and 
o In English and
o Published 2008 - 2018
29 records remaining
Remove if not containing:
o Clinical com on and
o Adults and
o Homelessness
2 records remaining: 
Burra et al (2009)
Parker and Albrecht 
(2012)
3 records remaining:




Luchenski et al (2018)
McMicken (2014)
North West London 
NHS (2013)
Figure 1. Search process for review.
who were homeless using neuropsychological tests or
screening tests. This showed that verbal memory (as
well as attention and speed of processing) was lower in
the group that were homeless compared with the nor-
mative population. For example, Bremner et al. (1996)
found 80% of the sample studied achieved scores at the
≤50th percentile on the Adult Memory Information
and Processing Battery—this is significantly below the
performance expected in the general population. The
authors concluded that verbal memory deficits may be
a risk factor for causing and maintaining homelessness
and negatively impact on the effectiveness of care,
support and treatment programmes. The authors did
find in one study (Gonzalez et al. 2001) that language
scores of the participants were in the typical range, but
this paper had analysed data from ‘higher functioning
homeless persons’ and may characterize a somewhat
different group (Gonzalez et al. 2001: 1).
As part of an extensive assessment battery, a further
study by Saperstein et al. (2014), which tested the ef-
fectiveness of a programme designed to enable employ-
ment in formerly homeless adults, also included verbal
tasks. They found performance on verbal memory and
working memory tests was 70% lower compared with
those of an aged-match normative population. The au-
thors highlight the critical role of these skills in enabling
people experiencing homelessness to participate in reha-
bilitation programmes.
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The role of SLCN and verbal skills when access-
ing services was also raised in other papers included
in our search. In a synthesis of systematic reviews fo-
cused on a wide range of interventions and outcome
measures, Luchenski et al. (2018) selected 77 papers
from Cochrane Reviews, systematic reviews of random-
ized controlled trials, systematic reviews of observa-
tional studies and arranged an engagement workshop
attended by 16 people with experience of social ex-
clusion including homelessness. In combination with
the engagement workshop, which the authors used to
help interpret the synthesis, they concluded that SLCN
prevented access to healthcare. At the workshop, peo-
ple with a lived experience of rough sleeping judged
this the second most important barrier to looking af-
ter their health after lack of accommodation. One in-
dividual commented: ‘Health care is a right and ev-
eryone should have a voice’ (Luchenski et al. 2018:
274). This is consistent with a report by North West
London NHS (2013), which reviewed the healthcare
utilization by 993 rough sleepers registered with a gen-
eral practitioner in the catchment area. A total of 20 dif-
ferent medical, psychiatric and allied health disciplines
were accessed, and difficulty with communication was
a barrier reported by rough sleepers when trying to ac-
cess healthcare. In light of this, it is particularly surpris-
ing that speech and language therapy was absent from
the list of services accessed by the cohort during out-
patient appointments. Nevertheless, it should be noted
that while this latter report included a large number of
participants, it was generally descriptive and as such rep-
resents lower quality evidence—for example, it is not
clear whether speech and language therapy was included
in the design and not accessed, or if it was not included
as a potential service.
Parker and Albrecht (2012) performed a case-
controlled study of individuals who did and did not
successfully apply for and maintain accommodation
provided as part of the ‘Housing First’ approach. Hous-
ing First is a service model that focuses on engaging
with people with long histories of rough sleeping and
complex needs as well as additional risk factors such
as history of prison or care. It considers the provision
of accommodation a human right and provides this to
the client first along with intensive and personalized
support (Homeless Link 2016). Parker and Albrecht
(2012) found 22.22% of those who remained homeless
reported ‘language barriers’ when trying to use support
services. Language was defined as the ability of the ser-
vice provider to communicate effectively. None of the
participants successfully accommodated in the Housing
First model reported language as a barrier to services. All
participants in this study were native English speakers,
and there were no statistically significant differences
between participants on the basis of age, ethnicity,
gender, education and income. This is a particularly
important finding for the UK capital because there are
currently nine Housing First projects in London and
the Mayor of London has called on the government
to provide more resources for a pan-London scheme
(Mayor of London 2018a). An evaluation of Housing
First services in England reports positive outcomes
for the approach in 80–90% of cases (Bretherton and
Pleace 2015). Parker and Albrecht (2012) may have
identified that SLCN is an important factor for some
of the those for whom Housing First is ineffective.
Research by Jakubovski et al. (2015), which showed
a link between mental health and homelessness, is of in-
terest here. Although this study is a secondary analysis
of a wider trial involving treatment outcomes for people
diagnosed with schizophrenia and prescribed antipsy-
chotic medication, it included both homelessness and
verbal memory as predictors of outcome. Data in this
research were drawn from the Clinical Antipsychotic
Trails of Intervention and Effectiveness Trail (CATIE),
a randomized control trial in the United States. Find-
ings showed that two of the most consistent predic-
tors of poor treatment outcome were low scores on ver-
bal memory tests and experience of homelessness. The
findings from CATIE raise verbal memory as a poten-
tial factor in understanding outcomes for people who
are homeless with mental health difficulties, and while
these tests probably tap into several different skills in-
cluding cognitive abilities, low scores on these tests are
established as a marker for more generalized language
difficulties as reported in the wider literature (see Coady
and Evans 2008 for a review).
The only paper found written from a speech and
language therapy perspective was brief and descriptive
rather than of experimental design, and so represents
low-quality evidence. However, given the lack of avail-
able evidence, it may be important to note that it also
reported that speech and language therapy can be of
positive value to people who have been homeless, expe-
riencing problematic substance use, and in contact with
the criminal justice system (McMicken 2014).
The present study
The review of literature presented here highlights three
key issues: the limited information about the SLCN of
homeless people (and lack of evidence for rough sleep-
ers specifically); the number of common factors asso-
ciated with both SLCN and rough sleeping; and the
possible impact of SLCN on accessing other services
such as accommodation, treatment and rehabilitation
programmes. Furthermore, we discussed evidence that
people experiencing rough sleeping report language bar-
riers when they seek help. The aim of the current pa-
per is therefore to investigate the limited data available
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concerning this specific group, who are the focus of the
CHAIN database, and will consider the following re-
search questions:
• Question 1: What is the reported prevalence
of SLCN amongst UK nationals recorded on
CHAIN as sleeping on the streets of London and
how does it compare with that of the UK general
population?
• Question 2: Do CHAIN participants with re-
ported SLCN differ from those without on their
level of additional risk factors, the number of
quarters they are seen rough sleeping, the number
of accommodation stays they experience and the
total number of alerts raised by staff in relation to
them?
• Question 3: What factors best predict patterns of
rough sleeping and accommodation?
Method
Design and data source
The study was a secondary quantitative analysis of ser-
vice data routinely collected by organizations working
to address rough sleeping and which was subsequently
recorded on CHAIN. Consent for the data to be used
for research purposes at [City, University of London]
University was obtained by charitable and statutory or-
ganizations during the course of their work with peo-
ple sleeping rough and before entry on CHAIN. The
data were released following a formal request by the re-
searchers and completion of standard documentation
CHAIN uses for this purpose. All data released were
anonymous, but participants had all given informed
written consent to allow university researchers to ac-
cess the database. The study was then approved by the
LCS PR ethics committee at [City, University of Lon-
don] University. Only UK nationals were included in
the data set to minimize the risk that SLCN may be
present due to English being spoken as an additional
language.
Participants
The data sample contained 513 individuals comprised
of three cohorts. Cohort 1 comprised all UK nation-
als first seen sleeping rough in London between 1 April
and 30 June 2013 (n = 405, 78.9%). Cohort 2 com-
prised all UK nationals who were part of the 205 co-
hort and seen sleeping rough in London between 1
April and 30 June 2013 (n = 96, 18.7%). Cohort 3
contained all UK nationals who had contact with the
Homelessness and Brain Injury Project (n = 12, 2.3%).
This Project was delivered between 1 July 2017 and 30
June 2018 and provided information and guidance to
organizations working with people with experience of
rough sleeping who were suspected or known to have
ABI. Data about the age and gender of participants were
available and are reported in the Results section. Table 2
summarizes the distribution of additional risk factors
for each cohort.
Database content and measures
CHAIN is a live system updated regularly by organiza-
tions as new or additional information comes to light.
CHAIN surveys the data to remove duplicates, check
consent and deal with errors. All data provided for this
study covered a period from the date of the first entry
on or after 1 April 2013 to the date of the final entry or
30 June 2018, whichever was earliest. Data included a
range of demographic information, rough sleeping and
accommodation history, institutional care, health and
social needs, reading, writing and spoken language abil-
ities, number of alerts (high-risk incidents noted and
recorded by staff members, which are then shared with
the staffing community for safeguarding purposes), date
of the last contact, and, where known, the date of death.
CHAIN contains data fields for homelessness staff
to record the reading, writing and spoken language abil-
ities of the people they support. Where recorded, this
is based on an informal assessment of ability by the
staff member in contact with the individual, or self-
reported by the person sleeping rough. Street outreach
teams are not clinically trained in speech and language
therapy. However, the reading, writing and spoken lan-
guage abilities of Cohort 3 (known or suspected ABI)
were completed by the first author as part of her rou-
tine work with CHAIN before beginning the study.
The ratings of reading, written and spoken lan-
guage as well as those relating to mental health are clin-
ical judgements made by homelessness workers. No ob-
jective scoring systems are currently in place for these
CHAIN variables, and no systematic observations are
in place. This means that ratings for writing and read-
ing are naturally lower than for spoken language, since
workers may not observe the former in usual practice
(see also below for how this was addressed in coding).
We acknowledge that ideally there would be details for
how each scoring of a homeless client was determined,
but at present, guidelines do not exist for the keywork-
ers using CHAIN. We discuss this limitation fully be-
low.
Data coding and missing data
Prison or care history was coded 0 = no, and 1 =
yes; and mental health needs were coded 0 = none,
1 = low, 2 = medium, and 3 = high. Reading, writing
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Cohort 1 (new rough sleepers) 405 186 0 132 41
Cohort 2 (‘205’ status) 96 67 0 53 20
Cohort 3 (known or suspected ABI) 12 8 12 5 3
Total 513 200 12 190 64
Note: ABI, acquired brain injury.
and spoken language difficulties were coded 0 = none,
1 = medium, and 2 = high. As mentioned above, these
scores represent clinical judgements made by staff mem-
bers who encounter the homeless person and may be
updated by other staff who later observe difficulties.
This study considered SLCN as a broad construct,
and therefore reading, writing and spoken language
abilities were combined into a binary variable. Individ-
uals with some support need in any category were al-
located the code 1. Therefore, this variable represents
those with any SLCN compared with those with no
SLCN.
Because the ratings above were made during rou-
tine interactions, which may not have included literacy
activities, there is a large amount of missing data for
reading and writing; any individual with a rating of 0
for spoken language was assumed to have no reading or
writing difficulties even if these fields were left blank by
staff in homelessness services. Thus, we have reported
a cautious estimate of prevalence. Individuals in whom
all three fields were blank were recorded as missing data.
A scale variable of Additional Risk was also created.
This scale collated data from mental health needs (0–
3), prison (0/1) or care history (0/1), known ABI (0/1)
and 205 cohort membership (long-term rough sleepers;
0/1). This created a possible score ranging from a mini-
mum of 0 (no need) to 7 (pervasive needs). Finally, this
Additional Risk variable was also then used to create a
category variable, grouping participants into those with
high, medium and low levels of risk.
Importantly, a higher number of accommodation
stays is a less favourable outcome because this repre-
sents lack of accommodation stability, and likely exclu-
sion from accommodation settings.
Results
Descriptive data on participants
Data were available for the age and gender of all partic-
ipants (n = 513, 100%). There were 455 (88.7%) men
and 58 (11.3%) women with ages ranging from 22 to
83 years and a mean age of 46.14 (12.14) years, which
is broadly in line with the latest CHAIN annual report
(Mayor of London 2018b).
The mean level of Additional Risk Factors was 2
(SD = 1.43) (data available for n = 421, 82.06%). The
mean number of Quarters Rough Sleeping (data avail-
able for n = 509, 99.22%) was 2.95 (SD = 3.66). The
mean number of accommodation stays was 2.12 (1.74)
(n = 325, 63.35%). Data were available for all partici-
pants (n = 513, 100%) in relation to alerts with a mean
of 0.12 (SD = 0.57) (table 3).
However, one of the key findings of this project
was the lower frequency with which SLCN data were
recorded, with only 322/513 (62.8%) individuals hav-
ing any records in this domain; see Question 1 results
below for further details.
Because Cohort 2 (205 group) was expected to have
particular characteristics, independent t-tests compar-
ing mean levels of Additional Risk Factors and Quar-
ters Rough Sleeping between those with and without
‘205’ status were performed. Those in Cohort 2 (n =
96) had a higher level of Additional Risk Factors (mean
= 3.16; SD = 1.22) compared with those not in Co-
hort 2 (n = 325; mean = 1.66; SD = 1.307; t(165.153)
= 10.44, p < 0.001), and a higher number of Quarters
Rough Sleeping (mean = 7.78; SD = 5.29 versus mean
= 1.83; SD = 1.83 for non-Cohort 2 participants (n =
413); t(100.36) = 10.88, p < 0.001).
Question 1: Recording and prevalence of SLCN
amongst rough sleepers
Descriptive data regarding the recording and prevalence
of SLCN in the CHAIN data set are presented. A one-
sample Chi-square test was performed to investigate any
significant difference between the prevalence of SLCN
in the UK adult general population compared with
the presence of SLCN amongst all participants in this
study.
As noted above, a key finding was the amount of
unrecorded information on SLCN for all cohorts. In
Cohort 1, data about SLCN were missing for 143/405
(35.3%) participants; for Cohort 2, data were missing
for 45/96 (46.9%) participants; and in Cohort 3, data
were missing for 3/12 (25.0%) participants. It is there-
fore important to note that these data represent only
recorded instances of SLCN.
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Table 3. Descriptive information for all participants relating to additional risk factors, rough sleeping, accommodation stays and
alerts
Mean (SD) Median (range)
n (% of participants
with recorded data of
this type)
Additional risk factors 2.00 (1.43) 2 (0–6) 421 (82.06%)
Quarters seen rough sleeping 2.95 (3.66) 1 (1–20) 509 (99.22%)
Accommodation stays 2.12 (1.74) 1 (1–14) 325 (63.35%)
Alerts 0.12 (0.57) 0 (0–6) 513 (100%)
Table 4. Results of t-tests for the whole sample in relation to levels of additional risk, rough sleeping, accommodation stays and total
alerts
Group Mean (SD) n t-value d.f. p d
Additional risk factors SLCN 2.08 (1.34) 49 –0.77 284 0.442 0.12
No SLCN 1.91 (1.43) 237
Quarters rough sleeping SLCN 3.26 (3.59) 54 –0.68 320 0.498 0.10
No SLCN 2.89 (3.63) 268
Accommodation stays SLCN 2.43 (1.72) 44 –1.22 221 0.224 0.20
No SLCN 2.09 (1.62) 179
Alerts SLCN .25 (.78) 55 –1.66 323 0.098 0.21
No SLCN .11 (.56) 270
Of the 262 with SLCN data in Cohort 1, 42
(16.0%) had SLCN; in Cohort 2, 8/51 (15.7%) with
data available were recorded a having SLCN. Finally,
Cohort 3 who had been identified as having known
or suspected ABI unsurprisingly had the highest preva-
lence of SLCN (5/9; 55.6%).
Overall, of the 322 individuals with SLCN data, 55
(17.1%) were recorded as having SLCN. This presents
an over-representation when considering the assumed2
prevalence of SLCN in the UK general adult population
of 9.92% (Norbury et al. 2016). A one-sample Chi-
square test confirmed that this represented a significant
difference in prevalence (χ2(1) = 24.2; p < 0.001).
Question 2: Differences between rough sleepers with
and without SLCN
A Kolmogorov–Smirnov test of normality was signif-
icant (p < 0.001) for length of time rough sleeping,
accommodation stays and total alerts data indicating
all these variables are non-normally distributed. How-
ever, since parametric tests of statistical analysis are con-
sidered valid where data sets contain a large random
sample (Lix et al. 1996; Lumley et al. 2002), inde-
pendent t-tests were performed to compare means be-
tween various groupings on the data set. Levene’s test
for homogeneity of variance was non-significant in all
cases.
Individuals with SLCN were no more likely to have
a higher number of Additional Risk Factors, Quarters
Rough Sleeping, Accommodation Stays and number of
Alerts (see table 4 for details).
Question 3: What factors predict patterns of rough
sleeping and accommodation?
Tests of correlation were also performed to investi-
gate relationships between Additional Risk and Quar-
ters Rough Sleeping in those recorded as having SLCN,
and then in those recorded as not having a SLCN.
Correlations were performed between Additional
Risk Factors and Quarters Rough Sleeping in those
recorded as having SLCN, and in those recorded as not
having SLCN as separate groups. For the group without
SLCN, there was a small positive correlation between
the Quarters Rough Sleeping and Additional Risk Fac-
tors (r = 0.25, p < 0.001), and for those recorded
as having SLCN, this correlation was moderate (r =
0.32, p < 0.001), but both showed a similar pattern
and therefore groups were combined for the regression
analyses and Group was included as a predictor variable
without moderation terms being included.
Multi-collinearity was acceptable across all variables
(all variance inflation factor (VIFs) < 1.01). We chose
a stepwise approach to investigate whether SLCN had
any unique variance in the context of other competing
predictors. Because age and gender are known factors
for SLCN (Norbury et al. 2016) as well as for home-
lessness (Hagen 1987), these were (force-) entered into
a first step as control variables.
Two separate regression analyses were performed
with Quarters Rough Sleeping and Accommodation
Stays as the respective dependent variables. For each, age
and gender were entered into Step 1. In Step 2, SLCN
(0/1) and Additional Risk Factors (0–7) were entered in
a stepwise method. For the number of Accommodation
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Stays, Additional Risk Factors (β = 0.29) was the
only significant predictor. Age (β = 0.03), gender
(β = –0.02) were forced to enter but were not signifi-
cant. SLCN (β = 0.08) was not significant and did not
feature in the final model. The final model was signif-
icant and explained 7% of the variance (adjusted r2 =
0.07; F(3,201) = 5.9, p = 0.001).
For Quarters Rough Sleeping, a similar pattern
emerged with the final model explaining 10% of the
variance (adjusted r2 = 0.10; F(3,276) = 11.4, p =
0.001). Age (β = 0.19) and Gender (β = 0.07) were
again entered into a first step, and explained 3.6%,
while Additional Risk Factors added the remaining
7.4% (β = 0.26). SLCN was not significant (β = 0.03)
and did not feature in the final model.
Given the predictive power of Additional Risk Fac-
tors, two further regressions were completed to unpick
this factor, whereby Step 2 consisted of the individual
factors included in Additional Risk. That is, Mental
Health rating, Care-leaver status, Prison-leaver status
and Total Alerts were included into the stepwise ele-
ment of the analysis. For Accommodation Stays, Total
Alerts was the only significant predictor (β = 0.26) ex-
plaining 5.3% of the variance in the final model (ad-
justed r2 = 0.053; F(3,196) = 4.6, p = 0.004). For
Quarters Rough Sleeping, Total Alerts was again a sig-
nificant predictor, along with age (both β = 0.19). To-
gether, these factors explained 6.6% of the variance in
the final model (adjusted r2 = 0.066; F(3,262) = 7.1,
p < 0.001). Removing Total Alerts from the factor list
did not result in further significant contributions to the
model by any of the other predictor variables.
Discussion
This study is one of the first to assess the literature and
available data on communication needs amongst peo-
ple who are homeless. The results show a very limited
evidence base for this area, and indicate that, in prac-
tice, SLCN is recorded much less frequently than other
risk domains. Where it is recorded, rates of SLCN are
significantly higher in this group than the general pop-
ulation. Although the presence of SLCN did not appear
to relate significantly to rough sleeping behaviour pat-
terns or accommodation stays directly, with additional
risk factors such as mental health showing slightly more
predictive power, we did note a subtle consistent pat-
tern of higher need across areas of risk in the database,
which may warrant further investigation.
Recording and prevalence of SLCN in rough sleepers
This study is the first to provide evidence on the preva-
lence of SLCN of people sleeping rough in the UK.
Prevalence rates are considerably higher than those of
the UK general population, but lower than the range
of 60–90% prevalence of SLCN reported amongst
UK young offenders (Bryan 2004). The prevalence
of SLCN amongst rough sleepers matches concerns
rough sleepers express themselves about communica-
tion difficulties in accessing healthcare (Luchenski et al.
2018). Recent NHS utilization records show that while
993 rough sleepers in North West London regularly
use a range of medical, psychiatric and allied health
services, speech and language therapy services are not
accessed at all by this vulnerable client group (North
West London NHS 2013). The RCSLT has made
efforts to educate the youth justice sector about SLCN
and encourage commissioning of speech and language
therapy for young offenders (Parliament, House of
Commons Justice Committee 2012) and a review arti-
cle by Snow (2019) concludes that SLT services could
strengthen the evidence base and lobby government to
fund SLT services for young offenders. However, as yet,
no such initiatives on homelessness are available. The
homelessness sector may be able to learn lessons from
SLT services operating within the youth justice field to
support the development and provision of speech and
language therapy to the rough sleeping population.
Only 62.8% of the participants in this database had
recorded information regarding SLCN, and these data
were mostly a subjective judgement of spoken language
and literacy. The amount of missing data on SLCN may
reflect the fact that staff without clinical training do
not feel confident in their assessment of these areas and
leave the fields blank. Alternatively, it may be that upon
meeting a new rough sleeper a limited amount of infor-
mation and time is available to outreach staff to draw
a conclusion about SLCN, and so they leave these sec-
tions (especially reading and writing) unrecorded. For
Cohort 3 who had been identified as having ABI, the
SLCN data were completed by the first author as part
of her routine work with CHAIN before beginning the
study, and here information was much more complete
at 75% of participants. This may not only reflect the
clinical training of this author, but also because peo-
ple in this cohort had been identified with ABI, which
is in turn associated with higher risk of SLCN (Dou-
glas et al 2019). The prevalence of SLCN found in this
study amongst Cohort 2 (‘205’ status) is unexpected be-
cause it is in line with that of Cohort 1. Cohort 2 con-
sists of people with extensive histories of rough sleeping,
high levels of additional risk and high frequency contact
with homelessness services (Teixeira 2010), so we might
have expected higher rates of SLCN recorded for this
group. However, the reading, writing and spoken lan-
guage fields on CHAIN were not created at set-up for
this database (Canadine 2018) but at a later time point.
Although homelessness staff will have had repeated con-
tact with individuals since the start of the database,
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they may not have considered ‘going back into’ CHAIN
records to populate ‘205’ client data in the newer read-
ing, writing and spoken language fields following their
creation. Nevertheless, the finding that Cohort 2 does
not have increased rates of SLCN compared with Co-
hort 1 despite being flagged as having more persistent
problems was surprising given the communication bar-
riers to services highlighted by people who are long-
term homeless (Luchenski et al. 2018; Parker and Al-
brecht 2012) and harm caused by long and repeated
periods of rough sleeping (Leng 2017).
Links between SLCN and other factors in rough
sleepers
A major question for this study is whether the presence
of SLCN as recorded by staff relates to rough-sleeping
behaviour or the level of accommodation stays. We were
interested to find that this factor did not emerge as a
significant predictor in this way. Despite this finding,
it is important to note two issues. First, there was a
non-significant trend for individuals with SLCN to be
rated as having more risk factors across all measures. For
statistical purposes, there is no straightforward way of
combining these into a single scale, but in future re-
search this possible additive effect might be worth in-
vestigating. Second, the ratings in the CHAIN database
are only an estimation of need. This may result in either
an underestimate of SLCN, because reading and writing
were often not recorded, and because the ratings repre-
sent a brief clinical judgement by untrained staff rather
than any formal assessment or an overestimate because
untrained staff might mistakenly record behaviours as-
sociated with pain, hunger or addiction as SLCN. Hav-
ing said this, the term ‘SLCN’ does not in itself imply
a disorder—rather it indicates a communication need,
at the point of observation, for whatever reason. There
is an urgent need for further research that includes di-
rect language testing of rough sleepers to ascertain the
type of SLCN (e.g., expressive/receptive difficulties; ac-
quired or developmental) and severity of language diffi-
culty and how these relate to other factors such as those
recorded in CHAIN (e.g., prison stays; mental health
needs). This focus on SLCN would be a new perspective
for the homelessness sector, which is generally unaware
of any additional risk posed by SLCN that might be
a driver for long-term rough sleeping for some people
(Diaz 2006; Richardson 2017). There have been con-
cerns within the homelessness sector that as the needs of
rough sleepers are better identified, it becomes increas-
ingly difficult for staff to develop and maintain knowl-
edge in all these areas (Homeless Link 2018c). Given
that staff are generally untrained and SLCN is not a
disorder per se, the development of an informal com-
munication screening tool would be a useful next step.
In addition, providing outreach staff with knowledge
of SLCN and alternative communication methods may
help to increase the efficiency and accuracy of needs as-
sessment upon initial contact with rough sleepers and
could even alter rough sleeping behaviour in the long
term.
The current data provide important new indications
that additional risk factors such as ‘alerts’ are associated
(albeit weakly) with increased rough sleeping and less
stable accommodation patterns. Whilst this may not
come as any surprise to those working in the homeless-
ness sector, this study is the first to document this using
a large-scale database. In the general population, needs
such as brain injury, mental health, prison and care his-
tory are associated with SLCN (Botting et al. 2016;
Bryan 2004; McCool and Stevens 2011; Struchen et al.
2008). It seems possible that homelessness staff mem-
bers have noticed and recorded alerts and other addi-
tional risks but have been unaware of SLCN. Thus,
behaviour causing alerts and the additional risk factor
variable may have acted as a proxy for communication
needs to some extent.
Limitations
The limited recording of SLCN is an important finding
from this study and may mean that the actual preva-
lence of communication needs has been either under-
or overestimated. We acknowledge that the CHAIN
database only holds relatively crude information about
such factors, and that ratings from 0 to 3 are not ideal
when describing the complex communication needs
that have been reported in this review of the litera-
ture. These ratings have the potential to oversimplify
risk, or lead to biased or inaccurate recordings of peo-
ple who come into contact with homeless services, espe-
cially since language and literacy cannot really be sepa-
rated in the database. A key message from this study is
that further guidance, or an informal checklist, should
be available to key workers to improve the accuracy of
SLCN reporting. In addition, not all accommodation
providers use CHAIN to record their work and some
accommodation provision was excluded by CHAIN
when collating the data, for example, night shelters and
severe-weather beds. This may have affected the results
relating to accommodation stays. Moreover, CHAIN
can only be completed with data that staff members
are able to gather. Several factors can affect the abil-
ity of staff to obtain information from rough sleepers.
For example, changes to funding may result in less staff
conducting outreach shifts and less contact with peo-
ple sleeping rough; street outreach workers assess peo-
ple as they wake, who may be in pain, hungry or expe-
riencing withdrawal symptoms (Lloyd 2015). This may
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affect a person’s presentation, the conclusions staff draw
and therefore the records on CHAIN.
There is clearly a need for more direct assessment
of the rough sleeping population, in both research and
practice; however, for many reasons, this represents a
complex and burdensome task for staff and participants.
Assessing people on the streets, in hostel or day centre
environments can be challenging and involve factors be-
yond the control of staff and participants, for example,
environmental distractions, interference from third par-
ties. One alternative possibility is that staff completing
CHAIN databases could be trained to more sensitively
recognize SLCN in people who they serve in order to
give a more accurate picture of the prevalence of SLCN
and their role in rough sleeping behaviours. They could
also attempt to observe more systematically reading and
writing behaviours, separately from spoken language,
although this carries the risk of overburdening the ser-
vices, or making the homeless individuals uncomfort-
able. Evidence from different populations also suggests
that language and literacy skills are highly overlapping
and represent similar functional skills, with most peo-
ple who have literacy difficulties also experiencing oral
communication issues (Myers and Botting 2008).
Given these limitations, it is important to note that
our research therefore represents a first attempt to doc-
ument and analyse whatever data are currently being
collected in frontline services, in the hope that this will
prompt more systematic and informed ratings in future
within the feasible parameters of the settings.
Clinical implications and recommendations
The NHS Long Term Plan makes a commitment to de-
crease health inequalities experienced by rough sleepers
(NHS England 2019). Aldridge et al. (2019) highlight
that one-third of deaths of rough sleepers are from treat-
able causes, and rough sleepers report communication
barriers when attempting to access services (Luchenski
et al. 2018, Parker and Albrecht 2012). Furthermore,
studies highlight that SLCN may impact on the ability
of homeless service users to benefit from rehabilitation
and treatment programmes (Burra et al. 2009; Saper-
stein et al. 2014). Given the lower level of completion
for SLCN fields on CHAIN, but the higher prevalence
of SLCN across all cohorts in this study where data ex-
isted, it is recommended that CHAIN makes comple-
tion of the relevant fields compulsory and supports this
with professional SLT input as well as improved training
for all staff. It is further recommended that the Mayor
of London directs GLA-commissioned services work-
ing with ‘205’ and ‘living on the streets’ cohorts to add
these data as a matter of urgency.
As noted above, homelessness charity staff mem-
bers require training in SLCN along with guidance
to support their assessment of SLCN when complet-
ing CHAIN. This will provide more consistent data
to understand better the SLCN of people experiencing
street homelessness. Importantly, rough sleepers them-
selves clearly identify communication as a barrier with
support services (Luchenski et al. 2018, Parker and Al-
brecht 2012), and therefore, homelessness organizations
should co-design training with service users to ensure
the relevant communication abilities, needs and priori-
ties of people sleeping rough or living in hostels are ad-
dressed, and use information provided by rough sleepers
about their own communication needs.
Another implication from our data is that day cen-
tres and hostels for people experiencing homelessness
would benefit from reviewing written documentation
provided to people using their services in light of the
high rates of SLCN found in this study. In particu-
lar, consent forms, accommodation agreements, warn-
ing and eviction letters should be evaluated for their use
of clear English and potential for ‘translation’ into easy
read formats. It is crucial that homelessness organiza-
tions are confident that the rights and responsibilities
contained within these important documents are un-
derstood by service users. The communication rights of
people with disabilities, impairments or sensory diffi-
culties accessing health and social care services are en-
shrined in law through the Accessible Information Stan-
dard (2015). The homelessness sector is not bound by
this law, but increasing its own understanding of the
Standard may help homelessness services ensure that
people who are homeless with SLCN are provided with
appropriate access to, and information from, health and
social care services.
Homelessness services are involved in assessing the
capacity of rough sleepers and hostel dwellers to make
decisions about their care, support and accommoda-
tion. The Mental Capacity Act 2005 outlines the tests
that must be applied when staff members assess capac-
ity. Several these tests involve the use of language skills,
for example, understanding information relevant to the
decision. Currently, homelessness staff may not ade-
quately appreciate the role of language in such assess-
ments, potentially leading to inappropriate decisions
about capacity.
Whilst the profession of speech and language ther-
apy appears absent from health services provided to
rough sleepers (North West London NHS 2013), there
may be valuable insights from SLTs working within
youth justice settings as to how to advocate for, de-
sign and sustain SLT services within homelessness set-
tings. The RCSLT could support SLTs with an interest
in these fields to make contact and begin sharing ideas
and best practice.
This research was a secondary analysis of rou-
tinely collected quantitative data with the attendant
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challenges of missing data and data obtained in ‘live’
environments. It is recommended that the Ministry for
Housing Communities and Local Government support
further research into the area of SLCN and homeless-
ness as per the Rough Sleeping Strategy Delivery Plan
(Ministry for Housing Communities and Local Gov-
ernment 2018b). This research should include the di-
rect assessment of people with a lived experience of
rough sleeping and SLCN, as well as the views of home-
lessness staff and SLTs to obtain a more accurate pic-
ture of the preliminary findings observed and reported
in this study.
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Notes
1. We acknowledge that the presence of neurodevelopmental disor-
ders (other than language difficulties) may also be associated with
rough sleeping and SLCN. However, as details of these are not
recorded in the CHAIN database, they are not discussed fully
here.
2. Norbury et al. (2016) reported prevalence at school entry and
we have extrapolated this to the adult population, since to our
knowledge no epidemiological prevalence data exist for adults.
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